Sacral extradural arachnoid cysts are rare. When present, they produce low back pain and pain in the perineal region, which is aggravated by Valsalva maneuvers and relieved by lying down. A high index of suspicion is required to diagnose this condition. To date, 41 cases have been reported in the English language literature (Table 1) .
lumbosacral region revealed a suspicious bony erosion in the midsacral region. Magnetic resonance imaging (MRI) revealed a cystic lesion opposite the second and third sacral segments, which was isointense to cerebrospinal fluid (CSF) on T1-and T2-weighted images (Fig. 1 ). There was evidence of communication of the cyst with the caudal end of the thecal sac. There was no communication with the pelvis. Scalloping of the sacrum was evident. At surgery, laminectomy of S1-S4 was done, and a large, thin-walled bluish cystic mass containing CSF was encountered, which was opened. The cystic mass was found to be communicating with the thecal sac through a defect in the theca. The fistulous communication was obliterated and the defect in the theca was closed with purse-string sutures. Postoperatively, the patient noted marked relief of pain and did not have numbness while standing and walking. Two years following surgery, the patient was neurologically normal without any deficits.
Discussion
The term "occult sacral meningocele" was first introduced by Enderle in 1932 [19] . It has come to mean a sac composed of fibrous tissue resembling dura mater that is usually lined by arachnoid, lies within an enlarged sacral spinal canal, and is attached to the distal termiAbstract Sacral extradural arachnoid cysts are rare. The clinical and radiological features of this condition are characteristic. One such rare case with low back and perineal pain is presented and the literature is reviewed. This patient presented with pain in the low back and perineal region, which was aggravated by standing, walking and straining. The patient also had numbness in both lower limbs, precipitated by standing and walking. Both the symptoms were relieved by lying down. 
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Sacral extradural arachnoid cyst: a rare cause of low back and perineal pain However, traditionally a meningocele is believed to consist of a herniation of the meninges outside the confines of the spinal canal. Since, in this particular condition, there is no herniation of the meningeal elements outside the confines of the spinal canal, and there is no evidence of associated spinal dysraphism, and the clinical as well as the radiological picture is similar to the spinal extradural arachnoid cysts that occur at higher spinal levels, it would be more appropriate to name this condition "sacral extradural arachnoid cysts" than "occult intrasacral meningocele". In addition, there is no evidence that this lesion is developmental. This author, therefore, believes that the term "intrasacral meningocele" should not be used to refer to these lesions. Nabors et al. [22] classified spinal meningeal cysts into three types. Type I are extradural meningeal cysts without spinal nerve root fibers; these were further subdivided into type Ia, extradural arachnoid cysts ( Fig. 2A) and type Ib, occult intrasacral meningoceles (Fig. 2B) . Type II are extradural meningeal cysts with nerve root fibers (Tarlov's perineurial cysts) (Fig. 2C) , and type III are intradural arachnoid cysts (Fig. 2D) [22] . According to the Nabors et al. classification, the lesion described in this patient is a type Ib meningeal cyst.
Clinical presentation
The clinical features of sacral extradural arachnoid cysts vary from being asymptomatic to sensory disturbances in the sacral dermatomes and, occasionally, sphincter disturbances [2, 6, 19, 30] . Patients usually present in the third or fourth decade of life with dull, intermittent pain in the low back of insidious onset. Pain is usually aggravated by activity and Valsalva maneuver. The pain may radiate to the posterior thigh or calf. Sphincter disturbances may be present. Sensory loss, if present, usually involves the sacral dermatomes. Motor strength in the lower extremities is normal. Since the clinical presentation is similar to that of lumbar disc prolapse, this condition is frequently underdiagnosed. However, several authors have reported that sacral extradural arachnoid cysts can co-exist with lumbar disc prolapse, and in such cases the lumbar disc prolapse and not the cyst was considered to be the cause of the symptoms [1, 2, 30] . In our patient, even though the clinical features were suggestive of disc prolapse, MRI did not reveal any associated disc lesion. Mechanism of formation and enlargement of sacral extradural arachnoid cysts
The exact mechanism of formation and enlargement of these cysts is not known. However, it is believed that the arachnoid herniates through a small, probably congenital, dural defect in the caudal end of the thecal sac. This arachnoidal "diverticulum" progressively increases in size because of easy egress of CSF into it in the erect posture. Valsalva maneuvers that occur during daily activities might increase the volume of the cyst. Increase in pressure and volume of the cyst during erect posture and during Valsalva maneuvres might produce traction on the roots of the cauda equina by the arachnoid "diverticulum", and might be responsible for the sensory and motor disturbances that are often seen in these patients. The passage of CSF back into the thecal sac while lying down might explain the relief of symptoms that occurs in this posture. Even though intuitive, the above theory explains the symptomatology of these lesions.
Radiology
Plain radiographs may reveal widening of the sacral canal with scalloping of the sacral vertebral bodies. Previously, myelography and computed tomographic (CT) myelography with water-soluble contrast media were used to diagnose this condition [6, 19] . In both these investigative procedures, delayed studies were used to demonstrate the fistulous communication as well as the contrast filling of the meningocele sac. However, these studies have now been replaced by MRI, which clearly delineates the nature of the lesion as well as the associated anomalies [3, 6, 17] . MRI shows a cystic lesion with signal characteristics of CSF in both T1-and T2-weighted sequences.
Treatment
Sacral laminectomy, with opening of the cyst and identification and closure of the fistulous communication, is the treatment of choice. Recently, endoscopic treatment of these lesions has been reported [26, 27] . Improvement of symptoms following surgery is the rule. To date, there has been no case of recurrence of the cyst.
Conclusions
Though rare, sacral extradural arachnoid cysts should be considered in the differential diagnosis of pain in the low back and perineal region. MRI is the investigation of choice and surgery is curative.
